Health Home Consent Update

Revisions To Health Home Consents

June 6, 2018
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Agenda

Today’s Presentation will cover three (3) specific items:
1. Consent Forms Updates and Why Changes were made
2. Children’s Health Home Consent Guidance Document Updates

3. Specific Guidance Surrounding — Health Home Information Sharing
Consent DOH 5055 and DOH 5201
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HH Consent Forms Update and Why
Changes were Made?
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- s
Health Home Forms That Have Been Revised

« DOH 5055 Health Home Patient Information Sharing Consent
 DOH 5058 Health Home Patient Information Sharing — Withdrawal of Consent
« DOH 5059 Health Home Opt—Out

« Health Home Consent Frequently Asked Questions (FAQ) for use with Children
and Adolescents Under 18 Years of Age

« DOH 5201 Health Home Consent Information Sharing For Use with Children
and Adolescents Under 18 Years of Age

« DOH 5202 Health Home Withdrawal of Health Home Enrollment and
Information Sharing Consent Form For Use with Children and Adolescents
Under 18 Years of Age

» The date of each revised consent form is: 03/18
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Office for People With Developmental
Disabilities (OPWDD)

» Health Homes are authorized under Section 2703 of the Patient Protection and Affordable
Care Act (1945 of the Social Security Act). New York’s approved State Plan Amendment
(SPA) #17-0025 authorizes inclusion of individuals with intellectual and/or developmental
disabllities (I/DD) to receive Health Home services.

> Thegro%ram will be known as the NYS Care Coordination Organizations/Health Homes
CCO/HHSs) Serving Individuals with Intellectual and Developmental Disabilities (I/DD)

rogram.

» Health Homes authorized under this State Plan will be known as Care Coordination
Organizations/Health Homes (CCO/HHS).

> Effective Julel 1, 2018, OPWDD is transitioning their Medicaid Service Coordination (MSC)
services to Care Coordination Organizations/Health Homes (CCO/HHS).

» In order to enroll individuals with intellectual and/or developmental disabilities (I/DD) into
CCO/HHSs, current Health Home consent forms were revised.
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Expansion of Minor Consent for HIV
Treatment Access and Prevention

Amendment of sections 23.1 and 23.2 of Title 10 NYCRR

Purpose: To allow qualified clinicians to provide antiretrovirals for
treatment and prophylaxis.
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Minor/Adolescent Consent to HIV Prevention and

Treatment Services

Amendments to New York’s Health Regulation (10 NYCRR Part 23):
« HIV now defined as a Sexually Transmitted Infection (STI)
« Minors can consent to their own HIV Testing and Treatment Services without

parental/guardian/legally authorized representative consent.
« Minors can consent to their own HIV Prevention Services without parental/guardian

legally authorized representative consent.
« Access to Pre-exposure prophylaxis (PrEP) and Post-exposure prophylaxis (PEP).

Note: Although minors/adolescents can consent to HIV Prevention and Treatment,
minors/adolescents can NOT consent to care coordination in Health Homes without
parent/guardian/legal authorized representative consent.

Exceptions: Minor/adolescent who is Pregnant, Parent, Married or 18 years and older can

self-consent
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Practical Considerations for DOH 5201-HH Consent Information
Sharing For Use with Children Under 18 Years of Age

DOH 5201, Section 2

* To be completed only by the minor/adolescent with the Health Home care
manager and not with parent, guardian, or legally authorized
representative present

« Minor/Adolescent can keep private any information related to Sexual
Transmitted Infection (including HIV) testing and treatment services and
HIV Prevention Services

« Consent to share information is applicable to any minor who had the
capacity to consent. Best practice usually considers this to be
minors/adolescents aged 10 years and older
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Practical Considerations for DOH 5201-HH Consent Information
Sharing For Use with Children Under 18 Years of Age

DOH 5201, Section 2 (cont.)

* |f the child/adolescent is unable or unwilling to complete section 2 of Health
Home Consent Information Sharing (Form DOH 5201), it should be left blank and
proper documentation is needed to highlight why the Health Home care manager
was unable to meet with the child/adolescent alone and if the child/adolescent

refused to sign

« If the parent, guardian, or legally authorized representative consented for these
services (in Sec. 2) on behalf of the minor/adolescent, then the parent, guardian,
or legally authorizéd representative may have the authority to consent for the
release of information for these services. However, the child/adolescent must
also consent to the release of this information.

» Proper documentation is needed in the member’s record
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DOH 5201 — HH Consent Information Sharing For Use with
Children Under 18 Years of Age

Health Home Consent

NEW YORK STATE DEPARTMENT OF HEALTH . ~ Information Sharing
Office of Health Insurance Programs For Use with Children Under 18 Years of Age

Instructioas: This form must be used for children less than 18 yeass of age who have been enrolled in a Health Home using Heclth Home Consent/Enroliment/
For Use with Children Under 18 Yeors of Age (DOH 5200)". m:bmmthmeMMmthMW 1 of this form

should be completed by the child’s parent. guardian, or legally authorized rep: Legally ive for the of sharing health
mfennaoonudeﬁnedas‘apesonumamdbym&mlanhnryoro(huacphaNehv(nuno'duor(onsemwmonbehdldapeﬂoﬂiuthe

e of oot o Sechon 8 o3 ol oty by o o s crs oS UPDATES MADE TO PAGE 1-
*[Please note, children who are parents, pregnant, and/or married, and who are otherwise ble of W hould not use this form.

Rather, they must use the Health Home Potient Information Sharnng Consent form (DOH 5055)). SECTION 1

PRINT NAME OF HEALTH HOME PRINT NAME OF CHILD

CHRLD'S DATE OF BIRTH

Section 1:
Instructions for Parent/Guardian/Legally Authorized Representative: List all of the chsld’s health providers who can share the child's health information. The

Expanded language related to HIV:
health information they share may be from before and after the date you sign this form. These providers can share this information with each cther and with the O
e e e B s e o e ey o ey g S Sy ot * ‘HIV treatment, prevention,

infection testing and HIV testing and trum HIV . prenatal care, labor and delivery services. drug and alkcohol treatment. or sexual assault
services. Providers of these services will be n mcm«md'orlbeuuwnn‘orlhe:hld.lhenmmh-elhcauthofnynocenumlod'- - 5
rdas-ohnbrmaoonmg-rdsnglheses«vxuandunisﬂhewvndnsmlhsSedlon.No&zlhednldmyhautomscﬁ"odnveluseddnsmhﬂnanmalsn and testlng

for Care This section is completed by the child’s parent, guardian, or legally o we. It Bsts all health providers who can share
thsh&ahhm‘ambonmuhcchld’swemwnapmbdm Mwmmmndlmulmuwhmm
about services the chald consented foc indluding family planning and emergency contraception, abortion, d infection testing and treatment. HIV
m%&mmdmhwldm mdnganddcoholmm«scml&dma"lheum guardian or

legally d infection testing and treatment. HIV testing and treatment. HIV enthon. or drug and
.kobolmmoebehaldhdﬂd.-dmmod'&mwvfmm*ocmmmmgmmlmn B'Mwbemhlemhﬁ
all agreed 10 providers. If thes Bst needs to be updated in the future (to either add or remove a name). please have the parent/guardian/legally authorized representative

imitial and date next 1o each new entry or omission.

1 3 for Participating Provid: lfya-nameoragmqnﬁnedmsmnlyounnynleaselbethﬂd’shahhulomnemeptbfwm’m
about services the child d for, including famaly planning and hon testing and treatment, HIV
testing 304 ireaiment, HIY prevention, prenatal care, hboranddebveq senn(es drug and alcohol treatment, or sexual assault services. You may only release this
information if you are given permission 1o do 30 in Section 2 of this form. If the parent, guardian or legally authonzed representative consented 1o abortion,
sexually transmitted infection testing and treatment. HIY f25ling 30d treatment, HIV preyentiog, or drug and alcohol treatment on behalf of the child, information
can only be released if the chald also consents 10 the release 1n Section 2.

lﬂ'"'miﬁll" AUTHORIZID REPRESENTATIVE INITIALS
EN CHANGES MADE TO THE LIST OF PROVIDERS BELOW) DATE

CAFS WANAGTMENTAGENCY

NAME OF PROVIDER

NAME OF PROVIDER

TRAME OF FROVDER

NAME OF (PRIVITE R

WAME OF (PROVITE R

NAME OF PEROVIE R

NAME OF PROVIIER
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DOH 5201 — HH Consent Information Sharing For Use with

Children Under 18 Years of Age

By signing this form, [ agree that:
1. The child listed above is enrollad in the Health Home listed above,
2. 1 have signed a consent for enrollment form with the Health Home indicated above for the child listed abave,
3. I have had the chance to review the Health Home FAQ sheet and have had my questions answered,

4 The Health Home and anyone [ have named in Saction 1 of this form can share

haalih information, as outlined in the instructions above, with each other. NAME 0 CHILD

Thay may share information from before and after the date I sign this form, and
5. The child's Health Home and Managed Care Plan, if applicable, can share information with those listed as providers above and with
each other.

I can changa this form at any time. If I make changas, | have to initial and dafe newt to those changes. By crossing out information, [ am taking away
permission to share the health information that I previously allowed.

T understand that this consent form takes the place of other Health Home information sharing consent forms I may have signed before on behalf of
the child. This consent stays in place until:

« [withdraw it, or
+ The child iz no longer eligible for a Health Home.

+ The Health Home is no longer in business.

I can always take back this consent on behalf of the child by signing a Health Home Consent/Withdrowal of Health Home Enrollment and
Information Sharing/For Use with Children Under 18 Years form (DOH 5202).

If I do not sign this consent form, [ understand that the child's information will not be shared.

PRINT NAME OF CHILLS PARENT, GLA RDIAN O LEGALLY ALTHORITED REFRESERTATIVE RELATIONSHIP OF PARENT, GLARDIAN DR, LEGA LLY ALUTHDRE ED REPRESERTATIVE TO CHILD

SIGNATURE DF CHILDYS FARENT, GLARDEA K DR LEGALLY ALUTHORITED REPRESENTATIVE DATE

UPDATES MADE TO PAGE 2 -
SECTION 1:

Added:

 ‘The Health Home is no
longer in business’
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DOH 5201 — HH Consent Information Sharing For Use with

Children Under 18 Years of Age

TO BE COMPLETED WITH CHILD ONLY

m:dummmucwhym hl.d.tarrulm of thiz form shouwld be done in private, withowt the childs

parent, guardian, or legally authorzed representative. to allowr for of the in ion 2 of this foem should be completed after Section 1 has

Been completed and sigmed by all necessany partes.

L - understand that I can consent for cartain types of health care services without my parent, guardian,
NAME OF CHILD

or legally authorized representative knowing. 1 can alse decide who is allowed to share information about these services. For the services

below fwhich [ may have had in the past), I am initialing to give the following Provider permission to share infor don reganrding that care.

Types of Service: and Name(s) It is olay 1o share information about these senices with my parent,
of Prowvider and/or Agenoy guardian or legally authorized representative named below.

Yes LY Mame of parent, guardian, or legally authorized rep

Farmi by Planning Prowideris):

Emergency Contraception Prowvidens):

o
[ |

Abortion Provider|zlk:

[ |

I |

[

Sexually Transmitted Infection Testing and Treatment Prowider(s):

L1

Prenatal Care. Labor/Delivery Provideris):

1

Dvug and Alcahal Trestment Provader(a):

[ |

Sexual Aszsaull Services Providen{s):

==

1 you are recesning mental mﬁw:dam ower the age of twebve. your provider may ask you if you want your
information dusclosed. If you object. your prowsder may: derry the request entrely, send only part of the record, or send a summany of your clinical record.

It is okay io share information about these serdces with my parest, guardian

Types of Services and Namels) of Prowider and/or Agency
or legally authorioed representative named below.

Yes Ne Name of parent. guardian. or legally autherized representative

Mental Health Services:

H——— EE
|

IDDH—S\EI:I 103/ 18) Page 3 of & I

UPDATES MADE TO PAGE 3 - SECTION 2:

Expanded language related to HIV:
* HIV Testing ‘and Treatment’
* HIV ‘Prevention Pre-exposure and
Post-exposure Prophylaxis (PrEP/PEP)

Provider(s):’

Added:
» ‘and/or developmental disabilities

services’
» ‘Developmental Disabilities Services:’
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Health Home Consent Frequently Asked Questions (FAQ) For
Use with Children Under 18 Years of Age

UPDATES MADE:
Named: FAQ for DOH 5200 DOH 5201 (03/18)

Ql: Added:

« Developmental disabilities providers
Q5: Removed:

- HIV/AIDS

Changed:
« Sexually Transmitted Diseases to:
= Sexually Transmitted Infection

(including HIV) Testing and Treatment
HIV Prevention (Pre-exposure and Post-
exposure Prophylaxis (PrEP/PERP)

Added:

» Developmental Disabilities
Q9: Expanded:

« Sexually Transmitted Infection (including HIV)
Testing and Treatment
Added:

HIV Prevention Pre-exposure and Post-

Exposure Prophylaxis (PrEP/PEP)
and/or developmental disabilities

UPDATES MADE:

Q11 language was expanded for:
« contact information to file a complaint

related to misuse of PHI, and a new
link added

Q16 addition of new question/answer:
« 16. How long does my consent last?
“Your consent will last until the day
you take back your consent, or if you
leave the Health Home program, or if
the Health Home is no longer in
business.”
Q17 expanded answer to include:
 Yes. You may be enrolled at any time,
if you are still found eligible.
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DOH 5055 - HH Patient Information Sharing Consent

NEW YORK STATE DEPARTMENT OF HEALTH - - -
Medicaid Health Home Patient Information Sharing Consent
—

Mame of Haalth Home

By signing this form, you agree to be in the Health Home.
To be in a Health Home, health care prowiders and other people involved in your care need to be able to talk to each other about your care and
share your health information with each other to give you better care. While being in a Health Home will help make sure you get the care you
neead, you will still be able to get health care and health insurance even if you do not sign this form or do notwant fo be in the Health Home.

The Health Home may get your health information, including your health records, from partners listed at the end of this form andfor from others
throwgh a computer sy stem run by the .
a Regicnal Health Information Organization (RHIO) andfor a computer system called PSYCKES run by the Naw York State Office of Mental Health,
andfor a cumEr Em called TABS/CHOICES. A RHID uses a computer system to collect and store your health information, including medical
records, Wour TS an 23 care providers who are part of the RHIO. The RHIO can only share your health information with the people
whoyou say can see or get your health information. PSYCEKES is a computer system to collect and store your health treatment from your doctors

and health care providers who are part of the Medicaid program. TABS/CHOICES is a computer system run H the New York State Office for PECI&
With Developmental Disabilities, that collects and stores information about your developmental disabilities.

If you agree and sign this form, the Health Home and the partners listed on this form are allowed to get, see, read and copy. and share with eadh

other, ALL of your health information (including all of your health information the Health Home obtains from the RHIO andfor from PSYCKES

and/or from TABS/CHOICES) that they need to give you care, manage your care or study your care to make health care better for patients. The
information they may get. see, read, copy and share may be from before and after the date you sign this form. Your health records may have

information about illnesses or injuries you had or may have had before; test results, like X-rays or blood tests; and the medicines you are now

taking or hawve taken before. Your health records may alse have information on:

1. Alcohel or drug use programs which you are in now or were in before as a patient;

2. Family planning services like birth control and abortion;

3. Inherited diseases;

& HIV fAIDS:

5. Mental health conditions;

6. D mental disability diagnosis and services; andfor

?- x

ua ns| seases (diseasesyou can get from having sex).

Your health information is private and cannot be given to other pecple without your permission under New York State and ULS. laws and rules.
The partners that can get and see your health information must obey all these Llaws. They cannot give your information to other people unless you
agree or the law says they can give the information to other people. This is true if your health information is on a computer system or on paper.
Some Laws cover care for HIV/AIDS, mental health records, and drug and alcohol use. The partners that use your health information and the Health
Home must obey these laws and rules.

Pleass read all the information on this form before you sign it.

[] 1AGREE to be in the Health Home and
agree that the Health Home can get ALL of nry health information from the partners listed at the end of this form and from others through
RHIO andfor through PSYCKES and/for throwgh TABS/CHOICES fo give

me care or manage my care, to check if I am in a health plan and what it covers, and to study and make the care of all patients better I also
AGREE that the Health Home and the pariners listed at the end of this form may share my health information with each other. I understand this
Consent Form takes the place of other Health Home Patient Information Sharing Consent Forms I may have signed before to share my health
information. I can change my mind and take back my consent at any time by signing a Withdrawal of Consent Form (DOH-5058] and giving it to
one of the Health Home partners.

Print Mame of Patient Patient Date of Birth
Signatwre of Patient or Patient's Legal Representative Date

Print Mame of Legal Representative Relationship of Legal Representative to Patient
If Applicable) (1 Applicable)

/DOH-5055 [03/18] p ! E E :

UPDATES MADE TO PAGE 1:

Added:
» TABS/CHOICES
Developmental Disability

diagnosis and services
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DOH 5055 - continued

Details About Patient Information and the Consent Process

1.

Howe will partners use mry information?

If you agree, partners will use your health information fo:

= Give you hzalth care and manage your care;

= Check if you hawve health insurance and what it pays for; and
= Study and make health care for patients better.

The choice you make does NOT Let health insurers see your infermation to decide whether to give you health insurance or pay your bills. You
can make that choice in a separate form that health insurers must use.

Where does my health information come from?

Your health information comes from places and pecple that gawve you health care or health insurance in the past. These may include hospitals,
doctors, dregstoras, laboratories, d mental di ili i health plans [insurance companies), the Medicaid program, and other
groups that share health information. Youw can get a list of all the places and people by callimg

or talking to your care manager.

What Llawws and rulss cover how nmy haalth information can be shared?
These Laws and regulations include NMew York Mental Hygiene Law Section 33.13, New York Public Health Law Article 27-F, and federal
confidentiality rules, including 42 CFR Part 2 and 45 CFR Parts 160 and 164 (which are the rules referred to as "HIPAA™).

If I agree, who can get and see my information?

The only people wha can see your health information are those who you agree can get and see it, like doctors and octher people who work for a
Health Home partner and who are involved in your health care; health care providers who arewaorking for a Health Home partmer who is giving
you care; and people who work for a Health Home partnerwhao is giving you care o help them check your health insurance or to study and
make heaalth care better for all patients. When you get care from a person who is not your usual doctor or provider, ike a mew drugstore, naw
hospital, or other provider, some information, likewhat your health plan pays for or the name of your Health Home provider, may be given to
them or seen by them.

What if a person uses my information and I didn't agree to let them use it?

If this happens, you can:z

= call the Medicaid Helpline at 1-800-541-2831, or

= contact the US Department of Health and Human Sernvices, Office for Civil Rights at 1-800-368-1019, or submit a written complaint at:
https:ifwwweh hs.gov/hipaaffiling-a-complaintfindec html

You may also want to:

= call one of the prowviders you have said can see yvour records.

= call your care manager or health home:, at - or

= call your Managed Care Plan if you belong to a Managed Care Plan.

Howe long does my consant Last?
Your consentwill Last until the day you take back your consent, or ifyou leawe the Health Home program., or if the Health Home stops working.

What if I change my mind later and want to take back my consent?

You can take back your consent at amy time by signing a Withdrawal of Consent Form (DOH-5058) and giving it to one of the Health Home
partners. Ifyou agree to share your information, all Health Home partners listed at the end of this form will be able to get wour health
information. If you do notwish the Health Home partners listed on this form to get vour health information, yvou need to take away wour consent
from the Health Home program. You can get this form by calling .
Your care managerwill help you fill out this form if you want. Note: Even if you later decide to take back your consaent, providers who already
hawe your information do not hawe to give your information back to you or take it out of their records.

Howe do I get a copy of this form?
You can have a copy of this form after you sigmn it

EW

DRK

[ DOH-5055 (03/18) p 2 of 3 _) TATE

UPDATES MADE TO PAGE 2:

language was expanded to
Include:

« contact information for
filing a complaint
related to misuse of
PHI, and a new link

******Please Note******
The DOH 5055 is sufficient
consent for CMAs to attest within
the UAS NYS Eligibility Assessment
for HARP Health Home Enrolled members
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DOH 5058 - HH Patient Information Sharing Withdrawal of Consent

Health Home Patient Information Sharing
:I;zt":i}ﬂﬂﬁ STATE DEPARTMENT OF HEALTH Withdrawal_ of Eonsent

Mame of Health Home Provider Orgamization

By signing this form I am saying that I do not want to be in the Health Home program.

Name of Health Home
Because Iwill no longer be in this Health Home program, by signing this form I am also taking away my permission for the Health Home to share my n
pelsunal hgalth information with pn:nridersandn‘lhersmthe Health Home pngrarlUm:luding the Regional Healih Intorrrlamun Organlzatlm IRHID! n

IT I slgned a separate cunsent form unth thE RHID and;"ur PS\'EKESW my permmission tu share my personal health lnfnrmallun
with providers and gthers through the RHIO andfor PSYCKES and/or TABS/CHOICES will continue. I understand that the providers who already
have my health information do not hawve to give it back to me or take it out of their records. But. Health Home providers may no longer get, see, read,
copy and share my health information after the date I sign this form. I know that “personal health information™ may include health, mental health, -
developmental disability, alcohol or substance abuse treatment, and/for HIV/AIDS information. Ad d ed

I am aware that my personal health information will sfill be protected under New York State and U.5. laws and rules. The Health Home partners

e ot vt e oot o e et * and/or the Office for People With
et o Consent rrns st oy ety v Developmental Disabilities’

i N e P i TABS/CHOICES computer

T Z T A P S e system

Print Mame of Legal Representative (i applicable) Relationship of Legal Representative to Patient (if applicabls)

Details about Patient Information and the Withdrawal of Consent Process
1. Howe will partners further use my information?

Partners may no longer use your health information. #5: Ianguage waS expanded to include:

2. What will happen to nmy health information?

Your health information will be kept by providers who already have your information, but still must protect it by following all New York State 1 ] contact information for filing a

and U.S. laws and rules.
3. What laws and rules cover how nry health information can be shared?

These Laws and regulations are Naw York Education Law Section 6530(23), Mantal Hygiene Law Section 33.13, Naw York Public Health Complaint related to misuse Of

Law Article 27-F, the federal Health Insurance Portability and Accountability Act (HIPAA] of 1996, 45 CFR Parts 160 and 164 and the federal

confidentiality regulations in 42 CFR Part 2. PH’, and a new Iink

&. Who can get and see my information after I withdraw my consent?
Mo one can obtain any new health information about you, but information that has already been disclosed cannot be taken back. People who
can see health information already disclosed are: those thatwere part of the Health Home before you withdrew consent, ke doctors and other
people whowork for a Health Home partner and who were imvolved in your health care; health care providers who areworking for a Health
Home partner who gave you care; and people who work for a Health Home partner who gave you care to help them check your health insurance
or to study and make health care better for all patients. Also, when you got care from a person who was not your usual doctor or provider,
like a new drugstore, new hospital, or other provider, some information, like what your health plan pays for or the name of your Health Home
provider may have been given to them or seen by them.

5. What if a person usas my information and I didn’t agres to Lot them use it?
If this happens, you can:
= call the Medicaid Helpline at 1-800-541-2831, or
= contact the US Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019, or submit a written complaint at:
hitps:ffwww.hhs.gov/hipaaffiling-a-complaindfindex. html
You may alsowant to:
= call one of the providers you have said can see your records,
= call your care manager or health home: at . ar
= callyour Managed Care Plan if you belong to a Managed Care Plan.

Yene | Department | Office of Office of Alcoholismand | Office of Children
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DOH 5059 — HH Opt-out Form

Mew York State IDepartment of Health
Medicaid Health Home Opt-out Form

For use by Health Home eligible Medicaid client U P DATES M AD E .

[] Thawve metwith the Health Home care manager for

“Rame of Health Home

who has explained the Health Home gprogram to me and the Health Home care management services I can get. I have decided not
to join the Health Home program gt this time. d d d

Added:

-

For wse by Health Home care manager

[[] Ihave discussed the Health Home program with
Name of Medicaid Client
over the telephone. The benefits of Health Home services were explained; however, the Medicaid client has decided not to join at
this time.

“Health Home” in the top sections of
the form

Reason for Opting Out “Medicaid Client” consistently
throughout the form

“Name of Health Home Care

Signatures
I understand that I will not get a Health Home care manager or Health Home services. Tunderstand thatif [ am el.igihle for Office

for PEOEE With Deu-EloEmr_-ntal Disabilities" (OPW DD} HOE and Community Based Services ([HCBS) and I have opted out of Health
Home services, I will need to enroll in an alternate form of care management in order to receive HCBS services.

Manager” (print and signature line)
“Name of Medicaid Client’s Parent,
Guardian, or Legally Authorized
I PN I Representative, if applicable” (print

Name of Medicaid Client (prirty Driginal Signature of Medicaid Clhient Date

Name of Medicaid Client's Parent, Guardi:
Legally Authonzed Fepresentative, W applicable (prin)

and signature line)

Name of Health Home Care Manager (print) Driginal Signature of Health Home Care Manmager Dase

If you would ever like to get Health Ho me services contact the NYS Medicaid Program by calling the Medicaid Call Center at
1-B00-541-2831.

DOH-5059 (3/18)
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DOH 5059 - Continued

Language was added to the Signatures

Sgnatres section explaining:
undestadtt il ot et esthHome e manager or et Home sevices. undertand i ameigefrOfee » ifan individual with intellectual
frPeople With Dvelopmetal st OPW0]Home and Communt Bsed Senices HCRS and/or developmental disabilities

— , , , , (I/DD) is eligible for services under
Hume sevie Ll et el nanalemate formaf e managementnorer o receve B0 semvies OPWDD, but choses not to enroll in
a Care Coordination Organization
Health Home (CCO/HH), they must
enroll in Home and Community
Based Services (HCBS) under
OPWDD to receive care
management services.
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DOH 5202 — HH Consent Withdrawal of Health Home
Enroliment and Information Sharing For Use with Children

under 18 Years of Age

5, What i a person uses this childs information and I it agree to et them use t? UPDATES MADE TO PAGE 2:
[Fyou think a parson used your information, andyou did not agree to give the persan your information, you cn:
+ (all the Medicaid Helpline at 1-800-541-2831, or #5 language was expanded
» (ontactthe U5 Depariment of Health and Human Services, Office for Civil Rights at 1-800-368-1019, or submit 3 writien complaint at: to include:

it/ www.nhs.qou/hinaa fling-a-complain/index himl
« contact information for

You may also want fo - :
. . filing a complaint related
» (all one of the providers you have said can See your records, :
to misuse of PHI, and a
o (all your care manager or health home: al 0

new link

» (all your Managed Care Plan f you belong to.a Managed Care Pian.\
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Children’s Health Home Consent
Guidance Document Updates
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Children’s HH Consent Guidance Document Updates

Prior to the launch of the Health Home Serving Children’s program in
December 2016, the children’s consent forms were developed and
released as well as a Consent Guidance document

The purpose of the guidance is to provide important information
regarding the proper utilization of the required consent forms
needed for Children’s Health Homes.

The Guidance Document has been updated and will be re-released and
posted after this webinar. The following slides, highlight some of the
various changes:
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Frequently Asked Questions (FAQ) For Use with
Children Under 18 Years of Age

It is required that the child/adolescent under age 18, and the parent, guardian or legally
authorized representative must be provided a copy of Health Home Consent Frequently
Asked Questions (FAQ) For Use with Children Under 18 Years of Age prior to completing the
DOH 5200 Health Home Consent Enrollment For Use with Children Under 18 Years of Age

The DOH 5200 Health Home Consent Enrollment For Use with Children Under 18 Years of
Age contains statements confirming that the FAQ document was reviewed and understood
by the child and their parents, guardians or legally authorized representatives.

e Separate documents or copies of the FAQ are not needed
 Documentation in the case record that the FAQ was given and reviewed is sufficient

with the proper information completed on the DOH 5200
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HH Consent Information Sharing (Form DOH 5201) For Use with
Children Under 18 Years of Age

The DOH-5201 has two sections:
« Section 1 - for the parent, guardian or legally
authorized representative to complete and

« Section 2 - for the child/adolescent to complete
separately with the Health Home care manager.
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HH Consent Information Sharing (Form DOH 5201) For Use with
Children Under 18 Years of Age — Section 1

Section 1:

To be completed, only, by the parent, guardian or legally authorized

representative of children under the age of 18. The parents, guardians or legally

authorized representative should be informed that:

« Health providers may share information before or after the signature date on
the consent form.

« Consent to share information can be recorded, modified and withdrawn at any
time.

* The child can keep private any information about services that the
child/adolescent has the right to self-consent to receive (see Section 2).
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HH Consent Information Sharing (Form DOH 5201) For Use with
Children Under 18 Years of Age — Section 2

Section 2:

To be completed, only, by the child/adolescent separately with the Health Home care
manager and not with the parents, guardians, or legally authorized representative.

* The child/adolescent can keep private any of their information regarding family
planning, emergency contraception, abortion, sexually transmitted infection testing
and treatment, HIV testing, HIV treatment and prevention, prenatal care, labor and
delivery services, drug and alcohol treatment, or sexual assault services.
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HH Consent Information Sharing (Form DOH 5201) For Use with
Children Under 18 Years of Age — Section 2 continued

e Consent to share information regarding these types of protected services is applicable
to children/adolescents aged 10 years or older.

* |In addition, if child/adolescent is specifically receiving mental health or
developmental disabilities and is over the age of 12, the mental health or
developmental disabilities provider may ask the child/adolescent if they want their
information disclosed.

* |f the parent, guardian, or legally authorized representative consented for these
services (mentioned above) on behalf of the child/adolescent, then the parent,
guardian, or legal authorized representative may have the authority to consent for
the release of information for these services. However, the child/adolescent must
also consent to the release of this information.

» NOTE: If the consent was signed prior to the member turning age 10, then when the

member becomes age 10, the section 2 should be reviewed with the member
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HH Consent Information Sharing (Form DOH 5201) For Use with
Children Under 18 Years of Age — Section 2 continued

IMPORTANT FACTORS

 |If the parent does not want the Health Home care manager (HHCM) to meet alone
with the child, or the child is unable/unwilling to complete section 2 of the DOH 5201,
then the HHCM must document such in the member’s case record.

* Absence of section 2 completion should in no way prohibit the child’'s enroliment.

« The HHCM must be cognizant of restrictions posed when section 2 is not completed
and act accordingly as the providers listed on section 2 of the 5201 will not be able to
share information relating to these health services.

« The HHCM should re-approach the parent and/or child again whenever section 2 is
not completed to attempt to obtain the necessary information to complete section 2.

« Section 2 can always be revisited, especially if initially, the child did not want to
review section 2 or then becomes of age, or willing and able to complete section 2
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Health Home Consent Information Sharing
Release of Educational Records (DOH 5203)

Obtaining the DOH 5203 does not impact the enrollment process

* Consent for release of educational records for children and adolescents under age
18 must be provided by the parent (see definition of parent in Question 5 of the
consent form, as it may differ from the HH requirements)

* Consent for release of educational records for those aged 18 and over must be
provided by the individual.

« HHCM is required to obtain this consent for all children and adolescents attending
school

* HHCMs must discuss completion of this form with the individual or parent,
guardian or legally authorized representative as outline on the consent DOH 5203
and document any instances where this consent is not sighed and the reason why
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Circumstances which Warrant a New Consent

There are situations that warrant the completion of a new consent form(s), such as when the
following occurs:
 If a Health Home changes its name (e.g., upon submission of the Health Home
Notification Letter to the NYS Department of Health);
« If the child/adolescent turns 18 years old, only if he/she did not previously consent for
him/herself;
« If the child/adolescent changes from foster care to non-foster care or non-foster care to
foster care;
« If the child/adolescent under age 18 gets married, becomes pregnant or becomes a
parent;
 the consenter for children under 18 years of age changes;
 the child changes schools/districts (refers to use of DOH 5203 for HHSC);
* If the member re-enrolls in the Health Home program following disenroliment;
« when a member changes Health Homes
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When a New Consent Is Obtained

When a new consent form is needed due to the
circumstances previously listed, the new consent form to
enroll and information sharing MUST occur within the
month of the event and/or the date of birth, to ensure

continuity of care management services and the abillity to
bill for such services
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Unusual Events - Which Consent (DOH 5055/DOH 5201)?

“*HHCMSs need to consider the member’s
circumstances/living situation when unusual events
occur to determine which is the proper consent

*Documentation is KEY to support the type of consent
that was signed by the member

“*Minor/adolescent who is Pregnant, Parent, Married or 18
years and older can self-consent
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Which Consent — DOH 5055 or 52017

Unusual Circumstance Examples:
Q: The member was pregnant but is no longer pregnant because they lost the child before birth Or if the
member had a child but the child passed away?
A: The member would be asked to sign a new children’s consents, however if the member’s parents were
not involved or disowned the member for being pregnant, continue the adult DOH 5055 consent with
supporting documentation.

Q: The member was married and now divorce?

A: They were married and now just divorced, so can still self-consent

Q: What about a member in foster care and pregnant?

A: The LDSS is responsible to determine who should sign consent and if the LDSS needs to sign per
DOH/OCFS guidance.

A:  Any member in foster care, who is pregnant, parent or 18 years old and older; the member should be

consulted to sign consent forms along with the LDSS

LDSS consent guidance
https://www.health.ny.gov/health care/medicaid/program/medicaid health homes/hh children/hhsc consent for

children.htm
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https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/hh_children/hhsc_consent_for_children.htm

Specific Guidance;

Sharing of Information Health Home
Consent DOH 5055 and DOH 5201
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HH Consent Information Sharing (DOH 5055/5201)

HH consent forms are active, without expiration date
until:

1. The member or parent/guardian/legal authorized
representative withdraws consent,

2. Dis-enrolls from the HH program or

3. Based upon the previously list reasons why a
new consent form Is needed
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Required Providers on HH Consent Information
Sharing (DOH 5055/5201)

Health Home care managers MUST assure that the Information
Sharing Consent Forms DOH 5055 and DOH 5201 includes, at a
minimum:

 The name of the CMA, and

 The member’s Medicaid Managed Care Plan (MMCP), if
applicable and

« A primary care physician and/or healthcare provider from whom
the member receives the majority of care (e.g. mental health,
substance use, etc.) reflective of the chronic conditions the
member was enrolled in the HH program
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Adding and Eliminating Providers on HH Consent
Information Sharing (DOH 5055/5201)

On DOH 5055 Page #3 and DOH 5201 Page #1 forms, list providers and their
care team working with the member to share information

Adding Providers:

« Add provider’s name, date and initial of member or parent/guardian/legal
authorized representative

Removing Providers:

« Aline strike through provider’'s name, date and initial of member or
parent/guardian/legal authorized representative

» Documentation in the member’s record should be made regarding changes to
consents and to the care team/multi-disciplinary team
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Evaluating Sharing Personal Health Information(PHI)

All providers listed on the Information Sharing Consent Forms DOH 5055 and DOH 5201 are able
to obtain all PHI regarding the member.

 HH Care managers should evaluate with the member or parent/guardian/legal authorized
representative whether the type of provider needs all PHI regarding the member

« All providers involved with the member are vital members of the care team but may not need all
PHI regarding the member

« Examples of involved Care Team participants who may not need PHI:
o Housing Providers
o Religious / Spiritual organizations
o Emergency or crisis plan contact individuals

* Inthese cases: Care Management Agency’s own release of information / consent forms can be
utilized instead of DOH form 5055 or DOH 5201

» Proper documentation should be noted in the members case record indicating the informed
choice of the member or parent/guardian/legal authorized representative regarding who PHI

should be shared with éw
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Next Steps...

4 Implementation of updated consent forms July 1, 2018

U Health Homes must assure their network CMAs are informed of the changes and
prepared to explain changes and implement

U Health Homes/care management agencies will continue to use Health Home consent
forms for adults and children currently posted on the DOH Health Home website
through June 30, 2018.

U For members enrolled prior to July 1, 2018, Health Homes must assure that members
complete and sign a revised consent form(s):

» For adults: by the member’s next annual review, at minimum
» For children: by September 30, 2018

U Updated consent forms will be posted to the website and sent out to the listserv prior
to July 1, 2018

4 Children’s Guidance Document will be posted and sent out to the listserv this week
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Questions and
Discussion
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Health Home Consent Resources

Lead Health Home Resource Center

https://www.health.ny.qgov/health care/medicaid/program/medicaid health homes/lea
d _hhc.htm - under Forms and Templates

Health Home Serving Children (HHSC)

https://www.health.ny.gov/health care/medicaid/program/medicaid health homes/
hh_children/index.ntm - under HHSC Consent Forms and Templates
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https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/lead_hhc.htm
https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/hh_children/index.htm

For more information, visit the Medicaid Health Homes website at:

https://www.health.ny.gov/health care/medicaid/program/medicaid h
ealth homes/

To contact us:

« Health Homes Bureau Mail Log (BML) at:
https://apps.health.ny.gov/pubdoh/health _care/medicaid/program/medicaid health
homes/emailHealthHome.action Subject: Consent/Opt Out/Withdrawal of
Consent/Information Sharing

or,
Medicaid Health Homes website under “Contact Us” - E—mail the Health Home
Program

« Health Home Provider Support Line at: 518-473-5569
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https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/
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